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The role of chronic pain and suffering in contemporary society Marie Østergaard Møller and Møller, M.Ø., Gormsen, L.K. (2010) . The role of chronic pain and suff ering in conhe role of chronic pain and suffering in con-ontemporary society. Tidsskrift for Forskning i Sygdom og Samfund, nr. 13, [5] [6] [7] [8] [9] [10] [11] The structure and organization of health care is a salient political issue across nations and welfare states. It is important not only from an economic perspective, but also from a social and political perspective regarding the possibility of maintaining a proper qualitative level of health care as well as a system that is broadly accessible to the citizenry. Equal access to health care and social care is thus a key factor when the general quality of public life is discussed, not only in Denmark but also in many other welfare states. A common prerequisite for the existence of such a system is a strong general norm of reciprocity in social and political contexts. The norm states that everybody should contribute to our common welfare by working, paying taxes and participating in political institutions and in return be treated as equal members (citizens) of the state. However, not all citizens are capable of working, and far from everybody has equal access to health care and social care. In theory everybody should enjoy the same rights and access to common services, but in reality the boundary between being considered entitled to and deserving of public assistance and being perceived as responsible for one's condi-tion is more a political than an objective measure (Stone, 1984: 26; Møller, 2009b: 235) . In practice, the principle of equal access is interpreted and implemented by doctors who treat patients, health care professionals promoting health strategies, caseworkers who manage clients and schoolteachers teaching children and at the end of the day it is professionals like them who decide who is given access to services, transactions, preventive interventions and treatments.
In health care the diagnostic system works as a platform for deciding who should treat which citizens with what, but in social care such a system is more invisible. Instead the main criterion for access to services and transactions is a system designed to detect and measure the workability of every assistance-seeking citizen. The method of evaluating assistance-seeking citizens' workability seeks to differentiate between needs and claims because an absolute main reason why citizens cannot maintain a job and need to apply for public support is health problems such as chronic pain, for which they seek medical, psychological or therapeutic help. On an economic level this demand of public support is often seen as creating incentives to exploit the social sector to reduce labor costs; on a practical level it constitutes a difficult and paradoxical interplay between the role of the doctor, the social worker and the idea of the independent citizen, in theory, the equal member of the state. This volume focuses explicitly on the case of chronic pain in such different social and political contexts.
Doctors and social workers see citizens who experience chronic pain and express a need for help as 'hard cases' for at least three reasons: (1) the objective evidence of pain is non-existing even though (2) the citizen experiences the pain as real, and (3) public empathy towards non-visible and undocumented chronic pain is at a minimum (Østergaard, 2005: 27; Malleson, 2002: 267; Barker, 2005: 126-129) . This is the case even though very few citizens with 'hard case diagnoses', e.g. fibromyalgia, apply for public support compared to citizens with other diseases (Møller, 2009a: 10) . Furthermore studies in welfare state policies indicate that social casework on eligibility for social benefits is based on a general mistrust toward citizens with 'unexplained' chronic pain, because the chronic pain patient is stereotyped as lazy and malingering incapacity to work (Møller, 2009a: 24; 2009b: 183; Østergaard, 2005: 44) .
Basically our welfare policies decide who is entitled to help and why. In practice the social authorities determine who receives public support. The political objective to solve the questions of entitlement is far from new. Several examples from different welfare states (US, Holland, UK) show similar attempts to answer the question of entitlement by using medical knowledge as objective measures. Some Introduction 30 years ago in the US, doctors were induced by the Administration to assist social workers in the process of determining entitlement to public support because of their clinical and diagnostic practice. This practice was interpreted by the political system as a way to justify through 'medical objectivity' the procedures and evaluations of entitlement made by the social authorities. Even though American doctors objected that medicine is far from an accurate science capable of separating the 'worthy needy' from the 'non-worthy needy' applicants, they ended up as central tools in this political matter (Stone, 1984: 82) .
Until 2003, Danish doctors had a similar central function in the public support system, but after a policy shift in 2003 a new law explicitly forbade doctors to make social evaluations of entitlement to public support. Doctors no longer had the right to recommend pension or other kinds of public support and were, technically speaking, reduced to consultants for social workers in matters of social services, transactions and insurances. The public perception of the medical profession seemed to have changed, and doctors were no longer seen as professionals offering rational and objective knowledge but were suddenly framed as 'uncontrollable', political and always on the 'patient's side' in discussions of entitlement to public support. The public discourse on welfare services portrayed doctors as striving to increase their political power to decide which patients should receive public support. They were even accused of putting healthy people on permanent welfare deliberately by (mis)using clinical diagnosis as an instrument to do so on behalf of legal authority (Bang, 2002; Ehlers, 2005) .
But where does that leave specialized medical and psychological knowledge with respect to diagnoses that are still unclear and poorly defined among lay people, for example unexplained chronic pain? What happens when chronic pain patients are asked to document their pain as part of a request for public support?
Without clinical experience or training to understand what different diagnoses mean for the individual's cognitive and physical capacities and hence also for his workability, the evaluation is likely to be based on lay knowledge and moral judgment reflecting social stereotypes of malingering people and free-riders (Møller, 2009b: 318) . It remains an open question how these judgments are made, but studies indicate that social workers develop a kind of 'lay understanding' of the client's diagnosis to be able to evaluate entitlement. The discretion and accountability used in casework are apparently reduced to a matter of sympathy with certain diagnoses and mistrust towards others. This practice puts some ailments at a disadvantage, since some diagnoses are publicly well known and accepted as illnesses. Other diagnoses, e.g. fibromyalgia, do not activate any kind of empathy in the social worker, who therefore sees them as 'common' discomforts that they expect clients to tolerate instead of using health issues as a malingering tool to gain public support. an initial analysis of the medicalization of chronic pain, focusing on past decades' definitions and treatments of chronic pain. They argue that the increased attention to chronic pain as a discrete medical category as well as innovations in chronic pain treatments have contributed to the medicalization of chronic pain in ways that suggest there may be benefits to society and pain sufferers, in contrast to many other cases of medicalization.
Next, pain doctor Lise Kirstine Gormsen discusses the challenges of working with chronic pain both as a researcher and as a clinician. Her essay "Pain as an
Object of Research, Treatment, and Decision-Making" explains why it is problematic when the social and health care system sees pain as a mere physical phethe social and health care system sees pain as a mere physical phepain as a mere physical pheain as a mere physical phenomenon, because pain has a fundamental mental side embedded in a complex biological, social, and psychological context. By recognizing this, pain medicine is in a position to develop a research tradition that integrates different views and methods that will benefit patient treatment and strengthen the position of chronic pain patients in health care and the social system. Introduction
Following this line of thinking, political scientist Marie Østergaard Møller's article presents a qualitative experiment in which social workers were exposed to different stories about chronic pain patients. Her analysis illustrates how social workers hold very stereotyped perceptions of pain and tend to estimate the degree of reality in a patient's pain by comparing cases to previous cases. The comparative analysis illustrates why this way of comparing pain stories results in very biased approaches to the same case and the analysis shows how this difference can be explained with reference to the previous case presented. The article interprets the meaning of this finding as a matter of degree of institutionalization and collective orientation. The more a diagnosis is associated with a negative category of malingering and poor standards, the harder is the evaluation strategy used towards the citizen and vice versa.
Shifting the perspective from the social worker to the labor market, sociologist Claus Hansen's article asks the fundamental question of this special edition both empirically and theoretically: How much pain should an employee be prepared to accept when carrying out her job? Are symptoms of illness at work sufficient reason to take sick leave, or simply a normal condition of everyday life that you have to put up with (even if this means pain or discomfort while carrying out your job)? Claus Hansen argues that the answer depends on social class, and more specifically on the extent to which members of different classes find it 'necessary' to show up for work even when ill. For some, going to work ill is preferable to taking sick leave because the consequences of the latter will be severe. Bourdieu's notion of 'making a virtue of necessity' helps explain why manual workers take a more restrictive view of when it is legitimate to take sick leave than professionals, who are more likely to look at the question theoretically.
Philosopher Jane Ege shows how the learning process is influenced by previous policy in a circular sense because a given new policy is being constructed over and over, instead of being built upon the actual experiences of the past policy. While downplaying the belief in traditional medical treatment technology, most Western nations shifted their health policy objectives in the mid-1970s in order to get into 'the business of modifying behavior', i.e. to counter lifestyle diseases by getting citizens to exercise more, but eat, drink, and smoke less.
